Type II chronic dissecting thoracoabdominal aortic aneurysms are a surgically challenging disease. The conventional thoracoabdominal aortic aneurysm repair technique using cardiopulmonary bypass is a high-risk procedure. However, a recently developed endovascular technique may be an alternative treatment for the disease, but faces the obstacle of lesional restriction. This new technique uses a hybrid strategy to overcome the limits of endovascular thoracoabdominal aortic aneurysm repair. Herein, we report on a successful outcome after performing the hybrid visceral debranching procedure.
chronic dissecting thoracoabdominal aortic aneurysm. Seven years prior, the patient underwent a hemiarch descending aortic replacement with a right subclavian artery bypass due to a ruptured acute type B aortic dissection with anomalous origin of the right subclavian artery from the descending aorta. After the operation, the patient was followed regularly at the outpatient clinic and developed a distal aortic aneurysm from the end of the arch graft to both iliac arteries with a maximal diameter of 6.5 cm at the diaphragm level, which caused the symptom of dysphagia (Fig. 1) . We planned to perform a staged debranching endovascular stent-graft repair of the total remaining aorta including both common iliac arteries.
The first operation was the visceral debranching procedure.
Through a midline abdominal incision, the abdominal aorta and its main branches were dissected and exposed, including both iliac arteries, both renal arteries, the superior mesenteric artery, and the celiac trunk. They were replaced with a custom-designed graft made of a 14×7 mm and a 16×8 mm Dacron Y graft (Intervascular, La Ciotat, France) ( Fig. 2A) .
The proximal abdominal aortic anastomosis was made at the true lumen of the infrarenal abdominal aorta after obliterating the pseudolumen, and the other branches were anastomosed end-to-end separately. The total operation time was seven hours and fifteen minutes, and the patient remained in the intensive care unit for four days. The total transfusion required was 17 units of packed cells, 11 units of fresh frozen plasma, and 20 units of platelets.
Two weeks after the first operation, an endovascular procedure was performed. Under local anesthesia, a bilateral inguinal incision was made and the common femoral arteries were exposed. Three differently sized stent grafts were placed The staged approach is preferred in elective patients to reduce the debranching operation time, transfusion amount, and rates of complications such as respiratory insufficiency and neurologic complications [2] . However, this approach may increase the risk of aneurysm rupture during the waiting period for the second procedure. In our case, the debranching procedure was very tedious, requiring multiple long anastomoses and the endoscopic procedure was not simple, so we chose the staged approach. Case reports have indicated that the design of the debranching graft may vary widely. The design of the graft used in this case was our original design (Fig. 2A) ; the branches were all separated and well fitted anatomically without any postoperative perfusion problems (Fig. 3) . Eventually, our patient required four days of intensive care.
The question of whether hybrid thoracoabdominal aortic aneurysm repair leads to improved outcomes compared to conventional thoracoabdominal aortic aneurysm repair is still controversial, and the issue requires larger studies and long-term follow-up [4] . This hybrid procedure does not replace conventional repair strategies, but may provide alternative options for high-risk patients who might otherwise be denied therapy for a potentially fatal aortic rupture.
